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Abstract 
Objective: In Australia, subsidized 
psychiatric consultation items in the 
Medicare Benefits Schedule (MBS) 
provide essential private psychiatric 
services. Seasonality in service 
utilization may affect health care planning. 
This study examined the seasonal 
patterns of overall MBS psychiatric 
consultations and MBS telehealth 
psychiatric consultations in pre- and 
postpandemic periods. 

Methods: Medicare Item Reports for face- 
to-face and telehealth psychiatric items 
from 2016 to 2023 were retrieved and 
compiled. The quarterly time series for 
total (face-to-face and telehealth) and 
telehealth psychiatric consultations were 

analyzed descriptively, using the 
January–March quarter as the baseline. 
Linear regression analyses were 
performed to detect significant seasonal 
variations by gender and age groups. A 
sensitivity analysis of the impact of the 
post–COVID-19 increase in consultations 
on seasonality was also conducted. 

Results: A seasonal pattern was present for 
total consultations before and after the 
expansion of telehealth items in the 
first quarter of 2020. There were 
peaks in psychiatric consultations 
in July–September and troughs 
in January–March, except in 
patients ≥65 years old. Total 
consultations were significantly higher 
in April–June (P = .010) and 
July–September (P < .001) than in 

January–March. Seasonal variations were 
the largest among young patients aged 
0–24 years. Seasonality was mostly 
unaffected by the increase in psychiatric 
consultations postpandemic. However, 
seasonality was absent for telehealth 
consultations. 

Conclusion: The seasonality of MBS 
psychiatric consultations, which was 
more prominent in young people, may 
have a practical impact on psychiatric 
service planning. The lack of seasonal 
variation in telehealth consultations and its 
relationship to emergency presentations 
warrant further research. 
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S ubsidized private practice psychiatric 
consultations included in the Medicare Benefits 
Schedule (MBS), for which patients are partially 

reimbursed for payment, are a vital component of 
Australian psychiatric services.1 According to the 
Australian Institute of Health and Welfare (AIHW), in 
2021/2022, nearly 2.8 million Australians (11% of the 
population) accessed more than 13 million Medicare- 
reimbursed mental health services, 19% of which were 
provided by psychiatrists; 2% of the Australian 
population saw a psychiatrist in 2021/2022.2 

Given the role of MBS psychiatric consultations, it is 
important to carefully study factors that could affect usage 
levels and service planning. The presence of seasonal 

variations in psychiatric presentations is well known for 
various psychiatric conditions.3–7 A recent umbrella 
systematic review found winter peaks for depressive 
symptoms within the community and summer peaks for 
emergency department (ED) self-harm presentations and 
specifically manic-related hospital admissions.3 Similar 
spring/summer peaks were also found for total mental 
health presentations in the Australian data.5 Suicide is 
11%–23% more frequent in spring and summer,8,9 and 
this seasonal increase has been known for centuries.3,10,11 

ED suicide attempts are also 1.2–1.7 times higher in 
spring and summer compared to winter.12 

There is a dearth of research on seasonality in 
outpatient psychiatric services in contrast to psychiatric 

Scan 
Now 

• See supplementary material for this article at Psychiatrist.com 
• Cite and share this article 

Prim Care Companion CNS Disord 2025;27(3):24m03898 | Psychiatrist.com 1 

Posting of this PDF is not permitted. | For reprints or permissions, contact 
permissions@psychiatrist.com. | © 2025 Physicians Postgraduate Press, Inc. 

https://www.psychiatrist.com/pcc
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com
https://www.psychiatrist.com/pcc
https://www.psychiatrist.com
mailto:permissions@psychiatrist.com


inpatient care. A recent systematic review of 31 studies 
concluded that seasonality could be a risk factor for 
psychiatric admissions through its effects on the 
psychopathology of severe mental illness.13 However, few 
studies, with conflicting results, investigated seasonal 
variations of outpatient presentations in terms of 
psychopathology.14,15 An early Italian study did not find 
significant seasonal variation in outpatient consultation 
numbers.16 

The Australian MBS psychiatric consultations may 
show seasonal usage variations analogous to emergency 
and hospital mental health services. However, to our 
knowledge, research on the seasonal patterns of MBS 
psychiatric consultations is still unavailable. The final 
evaluation report of the Better Access to Psychiatrists, 
Psychologists and General Practitioners through the MBS 
initiative, which examined MBS data from 2018 to 2022, 
did not explicitly study the seasonality of consultations.17 

Similarly, the quarterly data on Medicare-subsidized 
mental health–specific services in reports produced by the 
AIHW do not analyze seasonal changes.18 

The expansion of MBS telehealth items in March 
2020 following the onset of the COVID-19 pandemic, 
including items for psychiatric consultations, has 
led to marked increases in telepsychiatry usage.19 

In the context of the recent MBS Telehealth Post- 
Implementation Review, which proposes removing 
initial telehealth consultations, the contrastingly 
important role of telehealth during the pandemic 
indicates a revealed patient preference for ongoing use.20 

Therefore, the seasonality of telehealth psychiatric 
consultations also requires examination, because they will 
likely remain an integral component of MBS psychiatric 
services. 

There have been clear variations in the utilization 
levels of MBS psychiatric services by demographic groups. 
According to the AIHW, more females (22 per 
1,000 population) received Medicare-reimbursed 
psychiatric care than males (17 per 1,000 population) in 
2022–2023. Additionally, individuals aged 18–24 years 
were more likely to receive psychiatric services 
(35 people per 1,000 population) compared with other 
age groups.18 Therefore, seasonal patterns of MBS 

psychiatric consultations by gender and age likely differ 
and should be considered in the analysis. 

Improved service planning may be possible with a 
better understanding of the seasonal patterns of MBS 
psychiatric consultations. We aimed to examine the 
seasonal patterns of overall MBS psychiatric 
consultations and MBS telehealth psychiatric 
consultations. Additionally, we compared the seasonal 
patterns of MBS psychiatric consultations before and 
after the COVID-19 pandemic telehealth expansion. 

METHODS 

Data Source 
This study was a time series analysis using routinely 

collected MBS claim records. These data were publicly 
available on the Services Australia website for Medicare 
Item Reports (http://medicarestatistics.humanservices. 
gov.au/statistics/mbs_item.jsp). 

The quarterly Australia-wide item reports for the 
MBS psychiatry consultation items (January–March, 
April–June, July–September, and October–December) 
were retrieved (Supplementary Table 1). The study 
analysis period was 8 years, from January 2016 to 
December 2023. Reports were compiled and merged to 
produce separate time series for total (face-to-face and 
telehealth) and telehealth psychiatric consultations. 

Statistical Analysis 
Descriptive statistics were analyzed. The time series 

were plotted by gender to observe the seasonal patterns. 
Using the January–March quarter as the referent, we 
calculated percentage differences in MBS psychiatric 
consultations of other quarters throughout the study 
period. 

Using Stata 18,21 we performed a linear regression 
analysis to examine seasonal changes for total 
consultations, as the seasonal pattern suggested 
additive seasonality to the time series trend. The 
outcome variable was the quarterly consultation count, 
and the categorical independent variable was the 
quarters, with the first quarter (January–March) 
designated as the referent, and April–June, 
July–September, and October–December each 
represented by a dummy variable. To help interpret the 
time trend, a covariate representing the sample mean of 
the time variable was included in the model. This meant 
that the seasonal estimates for a given quarter were 
around the midpoint of the time series. The regression 
coefficient for a quarter variable indicated the change in 
consultation count from the baseline (January–March, 
represented by the constant in the regression model) in 
that quarter at the midpoint of the time series. A 
statistically significant seasonal change was inferred 
when the P value was <.05. 

Clinical Points 
• Conventional (face-to-face) office-based psychiatric 

consultations show clear seasonal changes, especially 
among young patients. 

• Clinical service planning and resource allocation must 
factor in seasonal demand surges. 

• Increased access to telepsychiatry, which lacks 
seasonality, may help smooth fluctuations in clinical 
workloads. 
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Ethical Considerations 
This study used aggregate, deidentified Medicare data 

approved for release to the public by the Australian 
federal government through Services Australia. 
Accordingly, ethics approval was not required. 

RESULTS 

Total Consultations 
A seasonal pattern was evident throughout the study 

period. The consultation levels noticeably rose from the 
second quarter (April–June) of 2020 onward, coinciding 
with the onset of the COVID-19 pandemic and MBS 
telehealth item expansion (Figure 1). 

Using the first quarter (January–March) as the 
baseline for all years studied, differences in quarterly total 
consultations throughout the study period were 

calculated for overall total consultations and both 
genders by age groups. For younger age groups, some 
MBS items were available in age bands 0–4 years, 
5–14 years, and 15–24 years, but others only had data 
for a single 0- to 24-year age band. Therefore, for total 
consultations, the combined 0- to 24-year age range was 
used (Table 1). Total consultations were the highest in 
the third quarter (July–September) except in 2016 and 
lowest in the first quarter (January–March) in every year 
analyzed (Supplementary Figure 1). 

This seasonal pattern was true across both genders 
and most age groups except in the elderly (≥65 years old, 
Figure 2). The magnitudes of seasonal changes were 
greater in females than in males. The biggest differences 
were seen in the third quarter (July–September) in the 
youngest age group (0–24 years) for both 
women (+22.2% > in January–March) and 
men (+19.2% > January–March). The elderly group 

Figure 1. 
Seasonal Pattern of MBS Psychiatric Consultations Throughout the Study Period 
(2016–2023: Men vs Women) 
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Table 1. 
MBS Psychiatric Consultations According to Gender and Age 
Groups for the Baseline Quarter (January–March) and % 
Difference in MBS Psychiatric Consultations From January 
Through March Throughout the Study Period (2016–2023) 

Quartera Totalb 

Men Women 
Total 0–24 y 25–64 y ≥65 y Total 0–24 y 25–64 y ≥65 y 

April–June 6.0 5.3 10.1 4.6 1.1 6.5 12.6 5.8 2.3 
July–September 9.8 9.3 19.2 8.1 −0.4 10.2 22.2 8.8 1.2 
October–December 4.9 4.0 14.8 2.3 −4.3 5.5 18.0 4.0 −3.1 

aData are presented as %. The January–March quarter serves as the referent. 
bInclude consultations with unknown age. 
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showed a different pattern, with the second quarter 
(April–June) having the most consultations (men: 
+1.1% and women: +2.3%) and the fourth quarter 
(October–December) having the lowest numbers of 
consultations (men: −4.3% and women: −3.1%). 

In regression analysis, seasonal changes were 
statistically significant for April–June and 
July–September (compared to the January–March 
baseline) except for the old (≥65) age groups. The 
differences between October–December and 
January–March were mostly insignificant except for the 
young (0–24) age groups (Table 2). There was an overall 
seasonal pattern of increasing consultations from 
January–March to April–June, peaking in 
July–September, and declining again in 
October–December. 

Given the shift in the consultation counts in 
April–June 2020 after the pandemic onset, a sensitivity 
analysis of the potential impact of the post–COVID- 
19 consultation increase on seasonality was conducted. 
The difference between average quarterly consultations 
pre- and post–COVID-19 (from January–March 2016 to 
January–March 2020 and from April–June 2020 to 
October–December 2023, respectively) was calculated. 
A 14.8% increase in average quarterly consultations 
(from 445,136 to 511,090) was observed. Hence, a 
weighted post–COVID-19 time series adjusted for 
the post–COVID-19 increase (85% of the actual 
post–COVID-19 quarterly consultations) was 
constructed. This hypothetical time series and 2 other 
weighted post–COVID-19 time series at 80% and 90% of 
the actual quarterly consultations were tested in linear 
regression models. The sensitivity analysis results for 
overall total consultations, total consultations for men, 
and total consultations for women indicated that 

seasonality remained significant after the adjustments 
for post–COVID-19 quarterly consultation counts 
(Supplementary Table 2). The exceptions were the 
differences between October–December and 
January–March for total consultations and men’s 
consultations at 80% adjusted post–COVID-19 
consultation counts. 

Telehealth Consultations 
Before 2020, the telehealth consultation usage 

was low (Figure 3A). From 2020 onward, telehealth 
consultations increased greatly (Figure 3B). During both 
periods, no regular seasonal patterns could be observed 
for telehealth consultations. The seasonal plot further 
illustrates the lack of overall seasonality for telehealth 
consultations (Supplementary Figure 2). In the 
subsequent linear regression analysis, no statistically 
significant seasonal changes in telehealth consultations 
were found across all gender and age groups. 

DISCUSSION 

This study examined quarterly total MBS psychiatric 
consultations and MBS telehealth psychiatric 
consultations from January–March 2016 to 
October–December 2023 for seasonal patterns. We 
found that seasonality was present for total consultations 
before and after telehealth item expansion in the 
first quarter of 2020. There were more psychiatric 
consultations in the winter (in the Southern Hemisphere) 
and the least in the summer. This seasonal variation was 
not altered by the increased numbers of overall 
consultations following the COVID-19 pandemic. 
However, for telehealth psychiatric consultations alone, 

Figure 2. 
Percentage Difference in MBS Psychiatric Consultations From January 
to March (Baseline) Throughout the Study Period (2016–2023)a 
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seasonality was absent. Therefore, given the consistent 
seasonal pattern of total consultations, it can be 
inferred that face-to-face consultations were the main 
contributors to the seasonal patterns seen in quarterly 
MBS psychiatric consultations. Seasonality of psychiatric 
consultations was most prominent among young 
patients aged 0 to 24 years. 

The seasonal pattern seen in total MBS psychiatric 
consultations was different from that reported for ED 
presentations in Australia. Our results show that 
consultations with private practice psychiatrists peaked 
in July–September. However, in the analysis of ED 
psychiatric presentations from 2014 to 2021, Della et al5 

found that the highest numbers occurred in the last 
quarter (October–December) and the second highest in 
the first quarter (January–March). One possible 
explanation for this difference is that there is a lag time 
in presentations between both primary care and referral 
to private psychiatric practice consultations and ED 
psychiatric presentations. Over three-quarters of 
psychiatric cases presented to EDs were urgent or 
semiurgent.22 Many of such presentations are related to 
self-harm or suicide attempts.5 Current evidence, albeit 
inconclusive, suggests that mood symptoms, especially 
depressive symptoms, tend to peak in winter,3,23 which 
approximates June to August in Australia and overlaps 
with the third quarter. It is therefore possible that 
patients are more likely to seek outpatient consultations 
in the earlier stages of their illness in winter, while 
more severe ED psychiatric presentations occur in the 
context of illness progression in summer. Additionally, 
cases of acute mania show a strong spring-summer 
seasonality24,25 and shorter lag time to presentations and 
are likely to be seen in EDs rather than outpatient 
clinics. Alternatively, the reduction of outpatient 
psychiatric consultations in summer may arise from 
clinicians on vacation during this period, thereby 
reducing opportunities to prevent or address acute 
psychiatric presentations within the community setting 
and leading to emergency presentations. Chronic and 
growing workforce shortages, as highlighted in the 
National Mental Health Workforce Strategy 2022–2032,26 

might have exacerbated such seasonal effects in service 
usage, negatively impacting patient care and 
contributing to increased burnout at work among 
clinicians.27,28 

The finding of greater seasonal variations in 
psychiatric consultations seen among females may 
correlate with previous research showing an often higher 
likelihood for seasonal mood disorders in females.3 We 
also found that those aged below 24 years demonstrated 
the greatest seasonal variations in psychiatric 
consultations. The differences in quarterly total 
consultations between July–September and 
January–March were roughly one-fifth of the baselines 
for both men and women. This strong seasonal trend Tab
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may also relate to the possible stress associated with 
being at school or university, which could relate to 
increased workload issues,29,30 examination stress,31 

and peer interaction issues, eg, social exclusion.32 It is 
possible that in the summer months (associated with 
extended holiday breaks), these specific school- and 
university-related pressures may not be as prominent. 
Schools may be more likely to refer children with 
issues for mental health assessment on school 
recommencement, after holidays. Additionally, clinical 
factors might have contributed, as mood disorders, 

which are likely to show seasonal variations, are 
common diagnoses among younger patients.33,34 The 
more marked seasonality among younger patients than 
older individuals might be related to the underlying 
evolving seasonality of brain functions over the lifespan, 
which shows more seasonal fluctuations at a younger 
age.35 A delayed circadian phase or evening chronotype 
is more common at a young age36 and correlates with a 
high seasonality score.37 

However, telehealth consultations did not manifest 
seasonality. As the pre–COVID-19 telehealth items were 

Figure 3. 
Seasonal Pattern of MBS Psychiatric Telehealth Consultations Throughout 
the Study Period (A) 2016–2019: Men vs Women and (B) 2020–2023: Men vs 
Women 
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mostly limited to rural and remote areas and had low 
usage, we focus our discussion on the post–COVID-19 
period, which is more relevant. One possibility is that 
COVID-19–related restrictions were the main driver of 
telehealth usage, especially in the early phase of the 
pandemic. COVID-19 significantly disrupted mental 
health services across the world.38 Season-related factors 
became less influential as COVID-19–related lockdowns 
meant that providers and patients might not have been 
away from their homes (on holidays) and hence were 
more likely to be available for consultations. 
Nonetheless, the absence of seasonal variations in 
telehealth consultations persisted beyond COVID-19 
waves until the last quarter of 2023, when COVID- 
19–related movement restrictions were mostly removed. 
The reason for this phenomenon is unclear. One 
hypothesis that needs to be tested is that this might be 
due to the clinical characteristics of the patient 
subpopulation using telehealth. They could be more 
stable patients seen at regular intervals, hence not prone 
to seasonal surges in consultations, whereas unwell 
patients would more likely present face to face. For 
instance, in a systematic review of the seasonality of 
depression, Øverland et al23 found stronger seasonality 
in “clinical depression” as opposed to “depressive 
symptoms,” implying greater seasonality with an 
increasing burden of disease. Patients’ preferences of 
the modes of consultations across clinical diagnoses 
and severity and their effects on seasonality also 
warrant further research. 

This study uniquely examined the seasonality of 
private practice outpatient consultations in Australia 
over 8 years, covering both before and after the COVID- 
19 pandemic onset. However, there are some study 
limitations. The consultation data used in this study 
were derived from routinely collected MBS claims 
records. We could quantify the number of consultations 
but could not determine how many individuals in a 
specific age group or gender had a consultation in the 
study period. There could be a lag from when a 
consultation occurred to when the claim was processed 
and recorded. For the younger age groups, we could not 
differentiate children, adolescents, and young adults 
due to data limitations. Furthermore, clinical 
information, such as diagnoses and illness severity, was 
unavailable. Because we only examined the seasonality 
of psychiatric consultations using national data, 
potential differences in seasonality across states and 
territories might be missed. 

Our study findings have potential implications for 
psychiatric service planning. Given the large seasonal 
variations in psychiatric consultations among young 
people, youth psychiatric services need to properly 
plan and adjust for clinical resource allocation in 
anticipation of seasonal variations in demand. 
Alternatively, low outpatient clinician availability 

during the holidays may also result in reduced 
psychiatric consultations. As telehealth consultations 
lack seasonality, maintaining an outpatient service 
with both face-to-face and telehealth options may 
smooth fluctuating workloads over the seasons. 
Improving access to specialist outpatient services, 
including telepsychiatry, to meet seasonal increased 
demands may also help reduce ED and hospital 
presentations. That outpatient psychiatric 
consultations are lowest when ED psychiatric 
presentations peak indicates a potential mismatch of 
outpatient consultations for acute community 
presentations, with, speculatively, a possible diversion 
to EDs. Future research is needed to understand better 
the factors associated with seasonal variation in 
psychiatric consultations, and the longer-term effects of 
telepsychiatry, in this regard. 
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Supplementary Table 1. MBS Items for Face-to-Face, Video, and Telephone Psychiatric Consultations 

Service Face-to-face Video Telephone 

Consultation, not more than 15 minutes 300, 364*‡ 91827, 353*† 91837 

Consultation, 15 to 30 minutes 302, 366*‡ 91828, 355*† 91838 

Consultation, 30 to 45 minutes 304, 367*‡ 91829, 356*† 91839 

Consultation, 45 to 75 minutes 306, 369*‡ 91830, 357*† 91840* 

Consultation, more than 75 minutes 308, 370*‡ 91831, 358*† 91841* 

Prepare a treatment and management plan, patient under 

13 years with autism or another pervasive developmental 

disorder, at least 45 minutes 

289 92434 92474* 

Prepare a management plan, more than 45 minutes 291 92435 92475* 

Review management plan, 30 to 45 minutes 293 92436, 359*† 92476* 

Attendance, new patient (or has not received attendance in 

preceding 24 months), more than 45 minutes 
296 92437, 361*† 92477* 

Interview of a person other than patient, during initial 

diagnostic evaluation of patient, 20 to 45 minutes   
348 92458 92498* 

Interview of a person other than patient, during initial 

diagnostic evaluation of patient, 45 minutes or more   
350 92459 92499* 
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Interview of a person other than patient, while continuing 

management of patient, not less than 20 minutes, not 

exceeding 4 attendances per calendar year 

352 92460 92500* 

Group psychotherapy, at least 1 hour, involving group of 2 

to 9 unrelated patients or a family group of more than 3 

patients, each referred to consultant psychiatrist 

342 92455 92495* 

Group psychotherapy, at least 1 hour, involving family 

group of 3 patients, each referred to consultant 

psychiatrist 

344 92456 92496* 

Group psychotherapy, at least 1 hour, involving family 

group of 2 patients, each referred to consultant 

psychiatrist 

346 92457 92497* 

Prepare an eating disorder treatment and management 

plan, more than 45 minutes   
90260 92162, 90262* 92166* 

Review an eating disorder plan, more than 30 minutes   90266 92172, 90268* 92178* 

Telehealth co-claim item (old) 288* 

Telehealth co-claim item (new) 294† 

Notes: *Abolished items; †Telepsychiatry for patients in regional, remote, or rural areas; ‡ Face-to-

face attendance following a telepsychiatry consultation. 
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Supplementary Table 2. Sensitivity Analysis of Linear Regression Models for Quarterly 

Overall, Men's, and Women's Total Psychiatric Consultations With 3 Different Weighted 

Post-COVID Consultation Counts (85%, 80%, and 90%). Constants are shown for Jan-Mar, 

while regression coefficients with their confidence intervals and p-values are shown for 

Apr-Jun, Jul-Sep, and Oct-Dec. 

80% post-COVID counts 

Quarter Jan-Mar (referent) Apr-Jun Jul-Sep Oct-Dec 

p=0.001* 

189238.2 175394.2 

85% post-COVID counts 

181732.1 

Total 

180816.6 

[183850.8-

441712.5 

[175409.3-[176356.7-

p<0.001* 

Men 

424578.5 

[448231.7-

466585.7] 

p=0.008* 

457408.7 437407.6 

[432555.9-

450869.1] 

[428196.7-

446618.5] 

p=0.023* 

p<0.001* p<0.001* 

Women 

p=0.007* 

187107.5] 

p=0.049* 

194625.6] 

[262933.8-

259980.5 

[251334.9-

261847.1] 

256591.0 

186223.9] 

p<0.001* 

249184.3 268170.5 

[254755.3-

265205.6] 273407.3] 
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[440434.4-

478031.7] 462862.0] 

[447133.0- [462267.7-

257155.9] 

252028.5 260528.0 250009.9 

[244924.6- [253408.3-

267647.8] 

p=0.011* 

[242863.9-

259132.4] 

p=0.042* 

90% post-COVID counts 

435567.0 470149.7 448345.5 454997.5 Total 

p<0.001* 

456256.6] 

p<0.001* p<0.001* 

[168580.9-

[430355.4-

Men 

413589.9 

184338.6] 

p=0.169* p=0.002* 

242591.5 

184231.4] 

184139.6 170998.4 

p=0.042* 

191989.4] 

442707.8] 

p=0.166 

Women 

p=0.077 

458979.8] 

444667.58 428427.47 

[414147.1-

Total 426469.65 

[412104.6-

p<0.001* 

176399.0 176459.7 

440834.7] 

[168566.6- [176289.7-

185,173 

[183502.5-

p=0.003* 

194,337 

[190766.2-

188757.2] 197907.4] 

Men 187,065 

[181589.7-

179790.0 

190627.8] 
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275812.9 263172.0 

p<0.001* 

Women 255777.0 

p<0.001* p=0.005* 

267932.3 

282045.7] 269427.8] 

[269580.1-

274151.3] 

p<0.001* p<0.001* p=0.022* 

[256916.2-[261713.4-

*Statistically significant
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